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Strategies to Prevent Avoidable Hospital Transfers in SNF Environment   
Clinical Leadership Theme 
This project focuses on the Clinical Nurse Leader’s (CNL) curriculum element of Care 
Environment Management. In this project, the CNL functions as the team manager and care 
coordinator.  The CNL will be leading, facilitating, and utilizing patients’ outcome data to make 
changes in care processes to reduce acute hospital transfers in the skilled nursing facility (SNF). 
The CNL will serve as the lead for the interdisciplinary team and resource or point of contact for 
this project. 
 Roger’s (1983) Diffusion of Innovations model will be the framework for this project.  
Stakeholders are expected to be actively involved in decisions about adoption or rejection of this 
project.  Roger's conceptual model demonstrates the essential components of how innovations 
such as early identification of changes in condition of geriatric patients are diffuse among 
individuals and their microsystem.  This project adopts evidence-based nursing practices within 
the context of diffusion of innovations model incorporating clinical decision tools (INTERACT) 
to reduce hospital transfers. 
As the CNL in this project, the objective is to increase evidence-based practice, 
efficiency in microsystem processes, engagement of point of care nursing staff in the 
professional development, and quality improvement activities (AACN, 2013). 
Statement Of The Problem/Project Overview  
With the implementation of the Affordable Healthcare Act, Medicare is changing the way 
hospitals and SNFs fees for services. (Hardin & Hussy, 2003).  Payments to the hospitals, post-
acute care facilities, SNFs, and home health agencies will be dependent on the quality of care 
that is provided by the providers.  Acute hospitals are now discharging patients to post-acute care 
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facilities earlier than before. Patients with chronic respiratory and chronic cardiac conditions are 
discharged and transitioned quickly from acute hospitals to SNFs (Elixhauser & Podulka, 2011). 
 A recent retrospective study found that over 5 million Medicare patients are transferred 
from hospitals to SNFs yearly (King, Gilmore-Bykovskyi, Roiland, Polnaszek, Bowers, & Kind, 
2013). Often, these patients need short-term rehabilitation or skilled nursing services before they 
can safely return to the community.  Communication between the hospital and SNF during this 
transition should be seamless and efficient. Patients with multiple chronic medical conditions 
may require frequent monitoring and are not safe to be discharged back home (King et. al, 2013). 
  Chronic cardiac and respiratory diagnoses are the most common diagnoses for Medicare 
readmission (Ouslander, Diaz, Hain, & Tappen, 2011). The transition from SNFs to acute 
hospitals can be costly and may put geriatric patients at a higher risk of hospital-acquired 
infections (Hallerbach, Francoeur, Pomerantz, Oliner, Morris, Eiger,  Cohn, & Goldfinger, 
2008).  There are approximately 11 million Medicare acute hospital discharges every year in 
America. An estimated one in five (17.6%) of this population was readmitted back to the hospital 
within 30 days of the discharge (Park, Branch, Bulat, Vyas, & Roever, 2013).  Avoiding acute 
hospital transfers for this patient population is desirable and cost effective if the care can be 
rendered at the SNF level.  
According to Ouslander et al. (2011), there is evidence suggesting that SNF patients are 
often hospitalized inappropriately. The CNL’s role within the SNF microsystem is to orchestrate, 
educate, and empower clinical staff, patients, and caregivers about safe care transition. The 
Institute of Medicine (2008) reported twenty-seven percent of older adults discharged from a 
hospital require care in SNF or rehabilitative care services, with an additional 15% needing home 
health services Golden, Martin, Silva, & Roos, 2011). 
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The purpose of this project is to reduce hospital readmissions in geriatric patients who are 
currently having any changes of medical condition within the SNF microsystem. The CNL will 
educate nurses to utilize (Interventions to Reduce Acute Care Transfers) INTERACT™ Early 
Warning Tool. 
Rationale  
The CNL will assess and use the performance improvement process called the Quality 
Management Committee (QMC). The QMC is responsible for developing a data collection 
system that supplies continual feedback regarding customer and employee satisfaction and 
quality outcomes (Nelson, Batalden, & Godfrey, 2007). The CNL is the leader of this team. The 
team members are comprised of the Executive Director (ED), Director of Nursing (DON), 
Resident Assessment Instrument Nurse (MDS), Facility Rehab Director (FRD), Business Office 
Manager (BOM), and the Sales and Marketing Director (SAM).  The team meets weekly to 
evaluate day-to-day operations and use the Focus PDSA (Plan Do Study Act) method to analyze 
and review how the microsystem’s performance is with achieving this project’s objective of 
decreasing acute hospital readmission and transfers. Through focused PDSA, the CNL becomes 
a change agent within the microsystem. 
Nursing Home Compare is also a government website that was used as a metric to 
evaluate the gap analysis for this project.  Another team that the CNL has developed and 
implemented is PIT (Performance Improvement Teams).  This team continues to communicate 
the "why" behind each strategic objective with first-line employees.  This part is the innovative 
"buy in" of Roger's diffusion theory. The CNL encourages first line employees to participate in 
PITs because it encourages staff to take risks and allow them to offer and integrate innovative 
solutions to promote high performance. 
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Root cause analysis (RCA) was done, to identify the factors leading to increase 
incidences of avoidable hospital transfers and readmissions.  Both internal and external data in 
the SNF’s microsystem identified a common theme, lack of in communication between social 
services (discharge planners), nursing, and physicians. The CNL and DON also completed a 
retrospective RCA on acute hospital transfers (Appendix F).  
Before the implementation of this project strength, weakness, opportunities, and threats 
(SWOT) analysis was completed (Appendix E). This SNF is the only SNF in Turlock, California 
that currently has managed care contracts.  Patients admitted to the SNF have a higher acuity 
level due to these contracts.   
After collecting data for a one year, it is evident that there has been an increase in acute 
hospital transfers.  Productivity at the SNF has decreased due to the increased volume of 
patients, higher acuity level, and an increase in follows up appointments. 
Opportunities for the implementation of this project are to reduce hospital readmissions 
and transfers; provide a continuum of care for patients during care transition, increase 
communication and collaboration with internal and external clinicians. 
Threats to this project include: current nursing turnover rates could decrease continuity of 
care, noncompliant patients will continue to have unavoidable hospital transfers, and the 
interdisciplinary team may face challenges with insurance companies projecting early patient 
discharges.  These patients may not be medically stable but are only allocated 14 days for skilled 
services (King et al., 2013). Another threat is not having sufficient health information or 
communication during care transition, which can create delays in medical treatment and increase 
the risk for hospital readmissions. Nurses are not familiar with using the INTERACT tool kit 
when communicating with other healthcare providers.    




The CNL and QMC team reviewed the current practices and tools compare to the 
INTERACT program.  After consideration of the INTERACT tool the DON and CNL identified 
the two INTERACT communication tools and two INTERACT decision support tools to 
implement. Some examples of the INTERACT tools are shown in Appendix G.  The 
INTERACT tools are designed to improve the identification, management, communication, 
evaluation, and documentation about acute changes in patients condition (Ouslander et al., 2011).   
The CNL will train and educate clinical staff members at the SNF to fully understand and 
utilize evidence-based tool kit (INTERACT™ Early Warning Tool).  INTERACT tool kit has 
clinical practices and pathways the nursing staff can use to help reduce hospital transfers. 
Implementing evidence base practices (INTERACT™ Early Warning Tool) will reduce 30 days 
hospital transfers and hospital readmission in geriatric patients with a change of medical or 
physical condition. 
Roger’s Diffusion of Innovations theory will be the framework of this project.  The 
innovation-decision process in Roger's change theory is one that nurses and clinicians at the SNF 
will go through as they move from gaining the fundamental knowledge and concepts of using the 
INTERACT toolkit.  All phases of these categories apply to the implementation of my project to 
reduce avoidable acute hospital readmission. 
According to Roger’s (2003) change theory, staff members’ increased feelings of anxiety 
are normal in the change process.  The CNL’s role is important to this project because he/she is a 
change agent in the microsystem.  The "buy-in" process is very challenging because nurses are 
accustomed to "just sending the patients" to the emergency room.  By increasing the staff’s 
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awareness and understanding of the impacts of acute hospital transfers the implementation of the 
project will have more acceptance (Kohles, Bligh, & Carsten, 2013).   
The plan is to decrease acute hospital transfers and admissions by 2%.  INTERACT 
toolkit, when implemented, should improve workflow.  Nurses will recognize and initiate early 
interventions for patients who experience any acute changes in their condition. The CNL will 
integrate a new vision that can help nurses who are champions become an innovator of this 
project.  The nurse champions can then become the leaders of this project and create potential 
opportunities for other nurses or followers (Kohles et al., 2013). 
The CNL and nurse champions will foster an environment in the microsystem to improve 
healthcare outcomes through the daily use of INTERACT tool kits.  The CNL will ensure the 
nurses utilize and understand clinical decision-making care paths.  The CNL will provide proper 
training and ensure nursing staff has an understanding of the SBAR form and COC cards. Both 
these tools are designed to enhance the nursing evaluation and documentation on patients who 
have a change in condition and improve communication with physicians.  
 The cost of the anticipated project is as follows: 1) CNL intern hour: 220 hours free as I 
will be educating and implementing the project. I will be training six core nurses or 
"champions."  This training is about an hour long during their shifts. 2) The cost of printing 
materials for education such (i.e. handouts and powerpoints) will be approximate $200-300.  The 
total cost of implementing this project will be about $300.00. 
The ROI (Return on Investment) for this project cannot be measured because it is a 
quality improvement program. By educating and empowering the clinicians with this toolkit, 
there will be a decrease in hospitalization rates because the nurses will treat the patients at the 
SNF instead of transferring them to the acute hospital. The SNF will be the preferred provider 
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for the Stanislaus County, therefore increasing revenue for the SNF. Clinicians will be more 
comfortable and prepared to treat patients with any changes of medical conditions using the 
INTERACT toolkit.   
The Quality Management Committee will evaluate this project every Wednesday. 
Internal and external data on acute hospital transfers will serve as a metrics for the effectiveness 
of this program (Appendix B).  The PDSA of the project is outline in Appendix A-C.   
Data Source/Literature Review 
The site for this project is a rural, post-acute care skilled nursing facility in Northern 
California. This institution serves adult and geriatric patients. The microsystem of focus for this 
project is geriatric patients experiencing an acute change of conditions.  
PICOT Question 
For geriatric patients with an acute change of condition in the SNF microsystem, how 
does incorporating a clinical decision support tool; Interventions to Reduce Acute Care Transfers 
(INTERACT), compared to no intervention or assessment, reduce avoidable hospital transfers 
and readmission rates in a 60 day period?   
Search Strategy  
Multiple databases were searched for this review of evidence: CINAHL, PubMed, and 
Cochrane. Subject heading search in all databases using the following MESH terms and various 
text terms: readmission, COPD (Chronic obstructive pulmonary disease), CHF, chronic cardiac 
diagnosis, chronic respiratory exacerbation, skilled nursing care, skilled nursing facilities, post-
acute care, Hospital readmission, INTERACT, and geriatrics. Reference list of articles was also 
reviewed. Limitations were set to English with the publication dates no earlier than 2010.  The 
selection and criteria of articles included the following: randomized and nonrandomized 
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controlled trails published in English, which assessed the following: interventions to reduce 
hospitalization in patients with chronic medical conditions or management of diseases.  Studies 
were excluded if participants were younger than 55 years of age.  Twelve articles were selected 
that met all exclusion and inclusion criteria. Ten articles were chosen for the purpose of this 
project. 
Ouslander et al., (2010) conducted a quality improvement initiative to examine the 
frequency and reasons for avoidable hospitalizations of geriatric patients in Georgia over a 15- 
month period from May 1, 2005, to August 1, 2006. 
Medical records were reviewed from May 1, 2005, to August 1, 2006, by expert panels. 
The group of experts provided input into the development of tools and strategies for 
interventions to reduce avoidable hospitalizations.  A structured implicit record review (SIR) was 
used to rate acute hospital admissions as unavoidable or potentially avoidable, with identification 
of the reason (Ouslander et al., 2010).  Two hundred hospitalizations were reviewed. One 
hundred and thirty-four or 67.0% were rated as potentially avoidable (Ouslander et al., 2010).  
According to Ouslander et al. (2010) early interventions, diagnosis, and aggressive treatment at 
the SNF could have prevented some of the hospitalization. Factors that can contribute to 
avoidable hospitalizations are poor symptom control, noncompliance of medication regiment, 
inadequate patient and caregiver education, and insufficient social support.  Toles et al. (2012) 
used prior framework to guide their study.  The authors conducted a longitudinal, multiple case 
study of transitional care provided in SNFs.  The purpose of this study was to explore the care 
processes and staff interaction strategies during care transition. The authors observed that 
transitional care was an interdisciplinary approach.  
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Hallerbach et al. (2008) used a nonrandomized case-control study to elucidate 
characteristics of patients diagnosed with exacerbation of heart failure who were rehospitalized 
within 30 days.  The study method included a retrospective chart review, quantitative analysis, 
and descriptive statistics aimed to group the patients according to common characteristics 
(Hallerbach et al., 2008). 
Timeline  
The project began in February 2016 and is scheduled to conclude in the middle of August 
2016 (Appendix D). The CNL and DON have been working with the Staff Development 
Coordinator to schedule in-services for the nursing staff.  In January, the CNL along with the 
DON will introduce the program to all stakeholders.  Care pathways will also be introduced to 
nurse champions and nurses.  INTERACT toolkit will be integrated into the EHR in May. Full 
implementation of the project will be done at the ending of May, beginning of June 2016. The 
Health Information Manager, DON, and CNL will perform daily audits on any change of 
condition within the facility.  Chart review will be done weekly by the CNL and DON to ensure 
that any patients who were transferred out of the INTERACT hospital tool were utilized.   
Expected Results  
An expected outcome is to decrease hospital readmissions and transfer rates in the SNF 
microsystem.  Early identification and interventions by the nurses will help decrease unavoidable 
hospital transfers and admissions.  Implementation of this project will help nurses provide 
strategies to improve the delivery of care for patients experience a change in physical and 
medical condition.   
This project will help foster and improve communication among health care providers in 
the SNF’s microsystem. There will also be an improvement in clinical competencies and 
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assessment processes with the nursing staff resulting in an increase in quality healthcare 
outcomes.  
Nursing Relevance  
Early identification of at-risk patients by the nurses in the SNF environment will reduce 
hospital readmission in geriatric patients. The nurse well acknowledges that complex medical 
diagnosis can be treated at the SNF's microsystem.  Roger's diffusion model of patient care can 
help the nurses identify the needs of this patient population. 
Preventing acute care hospital transfers and admissions is a multifaceted approach that 
involves active participation from all members of the interdisciplinary team.  Toolkits such as the 
INTERACT™ Early Warning can be used as one of the interventions to reduce hospital 
readmission.    
Summary Report  
 Hospitalizations are common in the geriatric population; in 2006, 23.5% of the 
people admitted to SNFs were readmitted to the hospital within 30 days.  Many of these hospital 
admissions are avoidable, inappropriate, or related to conditions that could be treated at the 
SNF’s microsystem (Ouslander et al., 2010).  Multifaceted strategies are needed to reduce 
hospital transfers.  While the use of INTERACT™ tool kits can assist in decreasing hospital 
transfers not all change of conditions can theoretically be managed at the SNF level.  Patients 
who experience a change of condition requiring comprehensive interventions should be transfers 
to the acute hospital. 
The Change in Condition File Cards (COC) cards are decision support tools the nursing 
staff can use when determining whether to report specific symptoms, signs, and lab results 
immediately, vs. non-immediately (Ouslander et al., 2011).  Care Paths will also be available in a 
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binder at the nurses’ stations.  These are educational decision support tools that provide guidance 
on the recognition, evaluation, and management of ten conditions that commonly cause hospital 
transfers (Appendix G). 
Since the implementation of this CNL project, there has bine a decrease in acute 
hospitals.  In March of 2016, 12.31% of patients were transferred to the acute from the SNF 
environment; as of July 2016, the percentage of acute hospital transfers has decreased 
significantly to 5.36% (Appendix H).  The CNL's role in the SNF environment is to implement 
evidence-based projects to reduce preventable hospitalizations.  As a CNL evaluating 
benchmarks are key metrics to sustainability of this project.  Comparing the SNF’s acute hospital 
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Results of Implementation of CNL Project 
 
 
 
